Purpose: Most studies conducted on the diagnosis and treatment of psychogenic nonepileptic seizures (PNES) have been performed in developed countries with developing countries, such as Namibia, receiving less attention. This study aimed to contribute to the aims of The International League against Epilepsy Psychogenic Nonepileptic Seizure Task Force by investigating the perceptions and frustrations of healthcare providers (HCPs) in Namibia regarding the diagnosis and treatment of psychogenic nonepileptic seizures. Methods: Semi-structured interviews were conducted with fifteen HCPs from the private healthcare sector in Namibia. Thematic analysis was used to analyse the semi-structured interviews in order to identify themes and subthemes within the data. Results: Main themes centred on the areas of diagnosis, treatment, patients and awareness. It was found that HCPs' perceptions and frustrations were often related to the lack of knowledge and awareness regarding the disorder. Furthermore, the lack of access to specialized services and equipment contributed to HCPs' frustrations. Delays in the diagnosis of PNES added to HCPs' concerns regarding ineffective referral practices and the subsequent increase in healthcare costs. Although HCPs expressed the need for adequate training opportunities and increased awareness concerning the disorder, the lack of such opportunities and awareness campaigns were identified as possible problem areas. Conclusions: It was evident from the findings that there are several gaps in how PNES are diagnosed and treated in Namibia. The unique challenges faced by a developing country such as Namibia were evident in some of the subthemes that highlighted the cultural differences in how PNES are conceptualized and treated.
Introduction
Psychogenic nonepileptic seizures (PNES), resemble or mimics epileptic seizures (ES), but are in reality episodes of altered experience, sensation and movement, not as a result of abnormal electrical discharges in the brain, but rather underlying psychological stressors [1] [2] [3] . PNES is categorized as a conversion disorder, convulsion/seizure type by the Diagnostic and Statistical Manual of Mental Disorders [4] . At present, most of the studies conducted on the diagnosis and treatment of psychogenic nonepileptic seizures have been performed in developed countries with developing countries, such as Namibia, receiving less attention [5] [6] [7] [8] . No official statistics or diagnostic and treatment guidelines on PNES or epilepsy are currently available in Namibia (H. Riphagen, Personal communication, Epilepsy Namibia, 27 June 2016).
Namibia is a country in South-western Africa, bordering on South Africa with a surface area of 824 116 square kilometres. It is a former German protectorate and mandate of South Africa from 1922 until 1966, after which it gained its independence in 1990.
The World Health Organization estimated the Namibian population at 2 459 000 in 2015 with a population density of 2.2 persons per square kilometre [9] . Despite its relatively low population and density, Namibia is culturally diverse with nine defined ethnic groups [10] . Thirteen national languages are recognized in Namibia with 87.8% of the population speaking ten indigenous languages and 11.2% speaking 3 Indo-European languages [10] . English is the official language of Namibia despite its status as a minority language [10] .
The country is divided into 14 administrative regions, with the Khomas Region as the most central. The capital, Windhoek, is located in this region and acts as the judicial and administrative centre of the country. Windhoek is home to most of Namibia's manufacturing industries as well as business, educational, healthcare and transport sectors [11] . Poverty levels are estimated at 29% of the population, the unemployment rate is 27.4% and HIV/AIDS prevalence is at 18.2% [12] . Neurological disease/disorders were rated as one of the top ten causes of death in outpatients in 2012 [12] .
The general government expenditure on health as a percentage of total health expenditure is 60.4%, while 18.65% of the total health expenditure is covered by private health insurance and the remainder is out-of-pocket [9] . According to the World Health Organization, Namibia has 0.374 physicians per 1000 people, 12 psychiatric beds per 100 000 people, 4.78 CT units, 0.87 MRI units and 0.77 EEG monitors per million people [9] . No video-EEG monitors, which are known as the gold standard for diagnosing PNES, are available in the country.
The misdiagnosis of PNES as ES is common due to a lack of access to specialized equipment and expertise. Prolonged treatment with anti-epileptic drugs (AED) [7] , associated stigma and loss of quality of life are compound consequences of misdiagnoses [13] . Patients who claim disability compensation on the basis of being declared medically unfit are costly both to the economy and the healthcare infrastructure. Improved understanding of the disorder by both patients and physicians may be achieved through accurate diagnosis and psychoeducation, which can potentially decrease the economic impact by between 69% and 97% [14] .
In an attempt to raise awareness regarding PNES, the International League against Epilepsy (ILAE) PNES Task Force, initiated a worldwide campaign to collect information on the diagnosis and treatment of PNES. The aim of the current study was to identify the perceptions and frustrations of Namibian HCPs regarding the diagnosis and treatment of patients suffering from PNES. This study may not only contribute towards the goals of the ILAE PNES Task Force, but can also pave the way for future research on PNES in Namibia and other developing countries.
Methods

Participants
According to the Ministry of Health and Social Services Essential Indicators Database 2006-07 as reported in the WHO Regional Office for Africa Country Cooperation Strategy [15] , Namibia has 557 medical practitioners which include dentists, psychologists and pharmacists. Namibia currently has two psychiatric wards, one in Windhoek and another in Oshakati with facilities that cater for approximately 200 patients in total [12] . The unit in Oshakati has access to one psychiatrist and one neurologist who is in private practice. There are seven psychiatrists in Namibia in total, of which four are in private practice in Windhoek, two are employed by government and one is in private practice in Swakopmund. Namibia is being served by three neurologists, two of which are situated in Windhoek and the other in Oshakati in the far north of the country. Approximately 30 clinical psychologists practice privately in Windhoek and roughly the same number in the rest of the country, mainly situated in the coastal region. Mental Healthcare Services are predominantly provided in and around Windhoek for patients with access to medical aid funds [15] .
Governing bodies for healthcare providers are limited to the Ministry of Health and Social Services (MoHSS), the Health Providers Council of Namibia (HPCNA), Namibia Medical Aid Fund Administrators (NAMAF) and other private bodies. No organizations or societies exist for neurologists or psychiatrists specifically.
Purposeful sampling was used to identify potential participants from the available healthcare service providers' pool in Namibia. Recruitment took place between September 2015 and June 2016. The Health Research Ethics Committee at Stellenbosch University granted ethical approval for this study (protocol number: REC-050411-032). Eligibility for participation in the study was based on the speciality of the healthcare provider and excluded participants under the age of 21. HCPs were sourced from the private healthcare sector, taking into consideration that few specialists are employed by the public sector. Involving psychiatrists and neurologists in the study was vital considering the limited availability of specialists. General practitioners (GPs) were identified based on experience in treating epilepsy and PNES patients, years in practice and special interest in neurology and psychology.
Data collection
The Namibian telephone directory lists approximately 180 GP entries, of which the majority includes e-mail addresses and was used to identify potential participants. Telephone directory listings for GPs indicated specific specialization areas such as family practitioner, occupational health, avionics, obstetrics and psychiatry. Obtaining information on specialists such as psychiatrists and neurologists proved much simpler due to their limited numbers. A list of possible service providers was compiled while preference was given to specialists such as psychiatrists and neurologists. The remainder of the list comprised of GP's with specializations and finally psychologists with a special interest in neuropsychology.
Twenty-eight HCPs were invited to participate in the study. This included 2 neurologists, 5 psychiatrists, 10 psychologists and 11
GPs. An e-mail including a short description of the purpose and relevance of the study and an invitation to participate was sent out. What will make it easier for you as a healthcare professional to deal with patients with PNES? 13 What is in your opinion the main challenges faced by patients with PNES? 14 What do you think can make it easier for patients with PNES?
The following documentation was attached to the mail: (1) informed consent form, (2) biographical questionnaire and (3) semi-structured interview questions. This was followed by a telephone call to ensure that the relevant documentation was received and to enquire whether the HCP would be prepared to participate in the study. If the HCP agreed to take part in the study, a meeting was arranged at a time and place that suited the HCP.
Prior to conducting the interview, the relevance and purpose of the study was explained to the HCP and questions regarding the study were answered. The HCP was then asked to read and sign the informed consent form and to complete the biographical questionnaire that explored the HCP's qualification, speciality, years in practice and location. Permission was requested from the HCP to record the interview for transcription purposes. Once permission had been obtained from the HCP, the researcher commenced with the interview. The semi-structured interview consisted of broad open-ended questions that were based on the ILAE PNES Task Force survey for HCPs which was developed to explore the diagnostic and treatment practices of HCPs. It aimed to gather more detailed information and personal opinion regarding the diagnosis and treatment practices used for PNES in Namibia. Participants were prompted to elaborate on their perceptions and frustrations experienced during this process. Probing techniques were used during the interviews to obtain as much information as possible from each participant. Interviews lasted between 30 and 40 min (Table 1 ).
Data analysis
Qualitative data from the semi-structured interviews were analysed using thematic analysis [16] . A mixed inductive approach, with themes identified from the data, combined with Bronfenbrenner's Ecological Systems Theory (EST) [17] , was used to guide the data analysis. The EST was used to interpret and describe the perceptions and frustrations experienced by HCPs in a holistic manner by interpreting the ideas and meanings they have of PNES, themselves and their environments.
The individual interviews with the HCPs were transcribed by a transcription service due to time constraints, but also to ensure professionalism and crosschecking of content. Once the completed transcripts had been received, the original audio recordings where compared to the transcripts to ensure that it was an accurate representation of the original interview. This allowed A.dT. an opportunity to become more familiar with the extent and scope of the data. Rereading the transcripts a second time started the process of noting interesting features in the data, which formed the basis for the next 5 phases of analysis ( Table 2 ).
Maintaining trustworthiness
Credibility, transferability, dependability and confirmability were used to ensure trustworthiness in this study [19] (Table 3) . In order to ensure that the data were represented fairly and truthfully, peer debriefing, peer examination and member checks were used [20, 21] . Reflexivity and triangulation were used to ensure that the study truly reflect the informants' perceptions and excludes the beliefs and biases of the researcher [22, 23] .
Results
The participants consisted of three psychiatrists, two neurologists, six GPs, two clinical psychologists, one educational psychologist and one psychological counsellor. Semi-structured interviews were conducted with 15 participants. The total number of interviews ultimately depended on theoretical saturation and by the fifteenth interview, it was found that various themes had been repeatedly mentioned during the preceding interviews and that no new information was emerging [24] .
Two of the GPs indicated specialization in psychiatry and psychology while other GPs specified specialization in allergies, occupational health and family medicine. The two clinical psychologists both specialize in forensic psychology and neuropsychology. One of the psychiatrists specializes in child and adolescent psychiatry. Except for one participant who lives in Swakopmund, all others reside in Windhoek. (See Table 4 for demographic details).
Four main themes emerged as the most common areas in which HCPs expressed perceptions or frustrations regarding PNES. These themes included the areas of diagnosis, treatment, patients and awareness. Results are reported according to the main themes and are categorized into the micro-, meso-, exo-and macrosystems of the Ecological Systems Theory [17] . Thereafter, subthemes are reported as either perceptions or frustrations to provide a more complete understanding of the information. The subthemes are reported from the most immediate system surrounding the HCP to the most distant system with the vantage point that certain HCPs play a more prominent role during the diagnostic process, whereas others feature more strongly during the treatment phase when considering referral practices. Results from the thematic analysis are illustrated in Fig. 1 and Table 5. 3.1. Theme 1: Diagnosis 3.1.1. Microsystem 3.1.1.1. Use of basic diagnostic techniques. Nine of the HCPs described the steps that they take to determine whether a patient suffers from PNES. This included clinical interviews where Table 2 Stages of thematic analysis.
Stages
Action(s) 1 A.dT. listened to audio recordings and compared it to transcriptions of the interviews. To become more familiar with the content, interviews were reread repeatedly. 2 Initial codes were generated using hard copies of the interview transcripts. Microsoft OneNote was then used to electronically group marked portions of the data under different pages in one section. It was a timeous process to combine some pages and eliminate others in order to form a coherent picture of the data. 3 Thematic networks were then used as an illustrative mind mapping tool in order to organize themes according to the various systems of the EST [18] . 4 Reviewing and refining of themes by rereading collected extracts and comparing it to the entire data set in order to determine whether the final thematic network accurately represented the data. C.P. then reviewed the themes and coding structure to ensure a true reflection of the data set. 5
Refine and define the themes previously identified. Organized themes into a coherent whole and wrote a detailed analysis of each theme. 6 Writing the report, relating the story of the data in a logical, continuous and interesting way with enough evidence in the form of direct quotations to support the themes.
patients generally explain the seizures as "unusually prolonged", "unusual manifestation" or "doesn't lose awareness but are unresponsive". This is routinely followed by a physical examination, EEG and neuroimaging such as MRI or CT scan. Five of the HCPs described the manifestation of PNES as distinctly different from epilepsy and they often seemed to make use of visual discrimination to distinguish between the two (Q1). Features such as "seizure duration", "levels of consciousness" and "motor movements" were mentioned as some of the indicators used to distinguish PNES from ES.
3.1.1.2. Use of diagnosis by elimination. Five HCPs described the process of arriving at a definitive PNES diagnosis as "difficult" and often a matter of "elimination". Once the possibility of comorbid epilepsy and all other possible explanations for the symptoms have been ruled out, HCPs seemed more willing to consider a diagnosis of PNES (Q2).
3.1.1.3. Own lack of experience. Seven of the HCPs expressed frustration at their own lack of experience in identifying and managing PNES. Concerns raised by HCPs include the fear of misdiagnosis or providing incorrect information to the patient or that they are "missing something else apart from the PNES". HCPs admitted that it was more convenient to refer patients to specialists to perform the necessary investigations when they themselves were unsure or unable to establish a diagnosis, "It's difficult to diagnose. I usually refer the people". In two instances HCPs indicated that they refer patients to another HCP for a second opinion before the diagnosis is confirmed (Q3).
Mesosystem
Delay in diagnosis.
Patients often seem to rotate amongst various HCPs, clinic visits, traditional and faith healers before a definitive diagnosis is reached. The subsequent delay in diagnosis and the effect this may have on the patient seem to be a cause of major concern for seven of the HCPs who also called it "costly" and "time consuming". 3.1.2.2. Affordability of healthcare. HCPs describe PNES as an "expensive condition to have" due to the cost of specialists and the services needed to arrive at the diagnosis. Often patients find themselves in a position where they cannot afford specialized services (Q4-5).
3.1.3. Exosystem 3.1.3.1. Other HCPs' lack of experience. Five of the HCPs expressed frustration with the "lack of experience" and the "inability to differentiate between ES and PNES" displayed by some of their colleagues. The concern is that this may result in "inappropriate and delayed treatment" of the PNES patient (Q6). Participants were given the opportunity to confirm the content of interviews, both during the interviews and after the data was transcribed. Transferability Detailed contextual information was provided about the research context, processes and participants to enable users to draw their own conclusions regarding the transferability of the findings. Dependability Detailed descriptions of the context, research methodology, implementation and findings are provided to enable future researchers to repeat the study.
Confirmability Reflexivity
In order to minimize the impact of researcher bias, a descriptive profile for each HCP was diarised in order to reflect on the interviewing process by noting own impressions and some of the reactions observed in HCPs. Triangulation Multiple data sources where used from different sectors of healthcare provision. Method triangulation was used as this study is a subset of a larger study which used quantitative data in the form of questionnaires to illuminate qualitative data. Theoretical and researcher triangulation was achieved through the collaboration of the authors who compared findings from different disciplines and positions. 3.1.3.2. Lack of access to specialists/equipment. Eight HCPs expressed frustration with the lack of sufficiently specialized services in Namibia and the fact that there are only two EEG monitors in the country, of which one is Windhoek (Q7). Three HCPs mentioned the "lack of video-EEG monitoring in Namibia" as a frustration although one HCP mentioned that capturing the events on a mobile phone may assist diagnosis in the absence of video-EEG monitoring, "You come here and you show me and nine out of ten times, most Neurologists look at that video and say okay that's definitely this or that's definitely that". Three HCPs also expressed concern regarding the lack of "specialized services", not only in and around the capital, but also in the rural areas where access to healthcare is even more challenging (Q8). Three HCPs called EEG and video-EEG monitoring "notoriously inaccurate" in establishing a diagnosis of ES or PNES due to the inability to predict when a seizure will happen (Q9).
3.1.3.3. Quicker referral from other HCPs. There was an appeal from three of the HCPs that patients with PNES should be referred to the relevant specialist as quickly as possible and that casualty departments and GPs should "know where to go with these kinds of patients". Role of cultural attribution in causality. According to two of the HCPs, the manifestation of "mass hysteria", especially in the North of the country, remain an interesting phenomenon and should be investigated in more detail (Q10). 'Mass hysteria' was attributed to cultural expressions of distress during challenging periods where whole groups of people present with seizure-like symptoms. HCPs stated that the "explanation is usually magical or spiritual and that they call pastors to come and pray". They continued to explain how the attribution of causality differs across cultures while one participant explained how epilepsy is approached in Zimbabwe through "dual consultation" with traditional and faith healers as well as medical doctors (Q11).
3.2. Theme 2: Treatment 3.2.1. Microsystem 3.2.1.1. Effective therapy is available. All the HCPs agreed that patients can be treated successfully in Namibia. "CBT" and "psychodynamic approaches" were stated as "the most effective approaches" to use during treatment, while "eye movement desensitization and reprogramming (EMDR)" and "trauma counselling" were also mentioned.
3.2.1.2. Challenges related to therapeutic techniques. Two HCPs mentioned the role of culture and how certain cultures perceive the self as "not an issue and they avoid it" during therapy, as an argument for the use of culturally appropriate techniques aimed at addressing inner conflict (Q12). They also stated that CBT may be perceived as "confrontational" in certain cultures and that even psychodynamic approaches may not be suitable due to the perception that talking about the inner self is not important and should be avoided.
3.2.1.3. Reverting to medication. Some HCPs supported the idea of pharmacological interventions and explained that "people have anxiety disorders, mood disorders and patients often have to be treated with antidepressants". "This is a very expensive condition to have, because they've seen two or three different doctors already. And they've had extensive scans already. And if they do come here then they need mandatory neuroimaging and that really pushes up the cost of healthcare" (Q4) "There is a Neurologist who has to make the diagnosis . . . it's quite difficult because they have long waiting periods and the costs of accessing their services can be quite high and not all patients can actually afford to pay for those services" (Q5) "Lack of experience, there's a bit of fear, sort of over treat rather than under treat and that causes frustration because it delays appropriate treatment for patients" (Q6) " . . . the availability of EEG is next to almost nothing. I don't even want to estimate maybe one EEG per almost a million. Yes, so it's a problem because we have got how many Neurologists? Two in Windhoek, yes and there is, I think there is one in the North. And that's a huge challenge because those are the key people in dealing with and diagnosing PNES" (Q7) "But how are you going to make the diagnosis under a tree in Oshakati. You've not got EEG. You've not got CT scans. You've got nothing" (Q8) "We don't have a VEEG facility available here and also the difficulty with the video EEG is that you never know when a patient is going to actually get a true . . . or rather an attack" (Q9) " . . . they call pastors to come and pray because they say they are possessed with demons there now" (Q10) "Because epilepsy is treated you know dually. People end up at the hospitals but they do dual consultation, traditional healers, faith healers and the hospital because of attribution of causality" (Q11) Treatment "I would apply different approaches to different cultures. And of course depending on certain cultures some people feel like talking about their inner self is not an issue and they avoid that. And they are coming from a background of doctor patient of tell me what I should do. Which of course is not at all like cognitive behavioural. They want advice, so there are many cultures in Namibia where they feel they want directed advice" (Q12) "I have to say PNES is fairly common, and one thing is that a good number of patients will be started on AEDS when they have PNES and that is also a costly one where the disease won't get better and number two it's costly for the patient because they have to drink medication which needs money and also has side effects" (Q13) " . . . maybe they are frustrated or fatigued by this person because it's not maybe responding to whatever treatment that they had" (Q14) "It is a difficult condition to manage because it's quite unclear sometimes whether this is still a conversion disorder or if there have become some sort of malingering part to it or a secondary gain" (Q15) "I find that I refer to the psychologist but I might not get direct feedback from the psychologist to tell me you know what, the patient you sent this and this and this and we are trying to sort it this way" (Q16) "I think if we can just you know work together especially the psychologist the psychiatrist and the neurologist and then together with the patient and the family" (Q17) Patients "The skill is not what you convey to the patient in terms of the problem, the skill is how you convey that to the patient (Q18). 'People are confused because most of the times the patients I deal with in Namibia don't understand psychological and psychiatric conditions' (Q19) " . . . they would rather know this is what is wrong with me, they can actually pick it with a test and they can make it better but to have a condition that nobody really can place their finger on, I think must be quite daunting" (Q20) "Getting their family involved and explaining to them what's going on and how to help this person in dealing with this condition and not aggravating it or causing more stigma and shame" (Q21) Awareness "Many doctors confuse conversion symptoms with malingering and that tends to stigmatize this problem and it makes patients hesitant to seek help when they learn that this is in fact not true epilepsy" (Q22) "Some healthcare people don't know conversion disorders, diagnose it. It's very rare and these people usually end up somewhere funny" (Q23) " . . . it's a complex illness, it's not something that's standing alone. Very often there's co-morbid psychiatric problems, co-morbid personality problems, there's the social environment or relationships are not that well . . . that makes it's difficult, it's not a straightforward thing. It's a small part of a bigger picture" (Q24) " . . . when I want to admit them and I give the diagnosis to the medical aids they are told normally they won't admit this patient" (Q25) "I think there is definitely a big stigma especially in Namibia because it's easier for people to accept that there is something physically wrong with them than there being something mentally wrong with them or them not being able to cope with the demands of daily living" (Q26)
3.2.1.4. Indiscriminate use of medication. Patients who present with seizures are invariably prescribed AEDs or other medication in an attempt to manage their symptoms. Six HCPs indicated that this form of treatment is "premature" until a definitive diagnosis has been reached. HCPs expressed frustration at the "indiscriminate use of AEDs" and psychotropic medication in the treatment of PNES and voiced concern regarding the resultant increase in healthcare costs and the potentially dangerous side effects of these practices (Q13).
3.2.1.5. Failure to respond to treatment. Five of the HCPs admitted that it can sometimes be "difficult" and "time-consuming" to treat patients with PNES. Failure to respond to conventional treatment may result in doctor "fatigue or frustration" and questions can arise as to whether the patient is malingering or consciously faking the seizures (Q14-15).
Mesosystem
3.2.2.1. Appropriate referral to psychologists. Seven of the HCPs indicate that they often refer patients with PNES to psychologists and that psychotherapy plays "an important role in the treatment of this disorder". Referral to other HCPs such as "occupational therapists, social workers, pastoral counsellors and physiotherapists" was also mentioned. However, some HCPs indicated that they are unaware of psychotherapy as a possible treatment option for PNES, "I never thought that sending a patient to a psychologist would help".
Lack of feedback from referrals.
Once an HCP has referred a patient to another HCP, the primary service provider expects some feedback with respect to what has been done. Lack of feedback from HCPs may result in poor patient management and was mentioned as a source of frustration by three HCPs (Q16).
3.2.2.3.
Recognition of the need for a multidisciplinary approach. There was a call from five HCPs for a multidisciplinary approach in the treatment and management of PNES patients. Role differentiation amongst HCPs in terms of diagnosis and treatment creates a need for collaboration and information sharing regarding the management of patients with PNES (Q17).
Lack of patient ownership.
According to six HCPs, patient management is often compromised due to a lack of coordination and communication between the different disciplines as "one specialist listens to the one thing and the other one does exactly the opposite thing".
Exosystem
3.2.3.1. Lack of access to psychological services. Three HCPs mentioned that most patients "do not have access to private medical aids" and therefore rely on government facilities to provide mental health services. HCP experience frustration when patients "do not have adequate access to psychologists who can treat patients with PNES" or when "long waiting periods" interrupt the management of the disorder. A similar concern is raised regarding patients in rural areas. Effective communication of the diagnosis. Nine HCPs described how they communicate the PNES diagnosis to the patient. Specific terms such as "a combination of things", "susceptible to stress or very anxious", "underlying psychological causes" and "it's not deliberate" are used to explain the diagnosis as sensitively and comprehensively as possible in order to facilitate understanding and compliance to treatment (Q18).
Challenges in the communication of the diagnosis. Four
HCPs explained that communicating the diagnosis can sometimes be difficult, "it is probably the hardest part of all of this". HCPs describe the reaction of patients as "surprised, confused and resistant depending on their insights". Factors that contribute to the frustration of HCPs include patient sophistication and the confidence of the HCP in being able to impart the diagnosis successfully especially when "the doctor doesn't understand what's wrong with them and doesn't communicate it to them". 3.3.2. Mesosystem 3.3.2.1. Need for patient education. A lack of understanding of psychological and psychiatric conditions was mentioned as a barrier in the treatment of PNES patients (Q19). Three HCPs suggested that psychoeducation should form an integral part of the management of PNES in order to "educate them, explain it to them".
3.3.2.2.
Negative patient reactions to the diagnosis of PNES. Six HCPs voiced their frustrations with the way patients perceive the experience of being diagnosed with PNES and how patients react following the communication of the diagnosis (Q20). HCPs described patients as "fed-up", "desperate", "concerned" and "they come back and say it's not true".
Exosystem
3.3.3.1. Minimal use of secondary gain as motive. Ten of the HCPs indicated that although secondary gain may be used as a motive in faking seizures, this does not appear to happen very often. HCPs described the factors that may play a role in secondary gain as "avoiding responsibility", "securing family support, malingering or some other ulterior motive".
3.3.3.2. Recognition of family understanding. Four HCPs indicated that it is important to involve the family in the treatment of the PNES patient. Participants explained that incorrect perceptions can be addressed by providing information to the family in order to facilitate adequate support and understanding (Q21).
3.3.3.3. Familial lack of support and denial. Challenges encountered in dealing with the family of the PNES patient constituted the biggest frustration for eight of the HCPs in the exosystem. Suspicion that the "person is looking for attention or putting it on" and that the family is "getting irritated or attacking the patient" results in lack of support on the side of the family. Participants indicated that parents often "ignore it" and that "they send their children for therapy because then their hands are clean".
Theme 4: Awareness
Knowledge and awareness of PNES as a conversion disorder permeates all the previous themes, subthemes and systems. This occasioned the inclusion of a separate theme that relates only to the topic of awareness to provide an overarching picture of the various perceptions of the disorder while simultaneously highlighting the lack of knowledge concerning PNES. The subthemes in this section can therefore be applied to all the systems in the model. Recognition of own ignorance. Five HCPs described their own level of knowledge and ignorance regarding PNES as "it is new to me", "to my mind it is real epilepsy" and "I have never considered it to be stress related".
3.4.1.2. HCP ignorance contributes to misdiagnosis. Six of the HCPs raised the concern that ignorance on the side of other professionals may lead to misdiagnosis, stigmatization and failure to seek treatment (Q22-23). This contributed to HCPs not being "aware of this condition and some might be aware but don't accept this as an illness".
Mesosystem
3.4.2.1. Recognition of multiple causes. Two of the HCPs indicated that they have seen PNES more often in females than males, while two indicated the opposite. HCPs described the aetiological factors as "possible trauma", "potential sexual abuse", "inter-familial conflict", "internal conflict" and various stressors and other comorbidities (Q24).
Exosystem
3.4.3.1. Need for HCP education. The need for increased awareness among and education of professionals involved in the diagnosis and treatment of PNES was highlighted by HCPs who stated that it is important to "create public awareness", "create doctor sensitivity" and that it is a "wakeup call of the specialities that we need in Namibia".
Availability of training opportunities.
There was a call from HCPs for professionals to be trained in the management of PNES, "we need more information, and we need more coaching, training in terms of this disorder". However, training opportunities seldom exist in Namibia and "you have to go out of the country for training".
3.4.4. Macrosystem 3.4.4.1. Need for public education. Seven HCPs suggested that public awareness regarding PNES should be increased in an effort to de-stigmatize the disorder and to provide support and acceptance to patients with PNES. Participants reported that "I don't think they know that there can be a difference between real seizures and pseudo-seizures". HCPs continued to state that patients need to be "accepted as being ill" and need to receive more "sympathy and support".
3.4.4.2. Lack of recognition for PNES as a valid disorder. One HCP indicated that a medical aid refused to grant permission for a PNES patient to be admitted to hospital on the grounds that PNES is a functional disorder and is therefore not seen as a condition that requires hospitalization (Q25).
3.4.4.3. Negativity towards mental illness. Nine HCPs expressed the conviction that any psychological or neurological disorder is often viewed in a negative light and as such carry the burden of being stigmatized (Q26). According to HCPs, public manifestations of seizures may result in feelings of "shame and ridicule" for the patient and are "distressing for people to witness".
3.4.4.4.
Failure to seek treatment due to stigma. Four HCPs noted that stigma often prevents patients from seeking the necessary treatment for PNES and patients are often viewed as "crazy" or that there is something "mentally wrong" with them.
Discussion
The prominent role of GPs in the diagnosis and treatment of PNES, the strong reliance on exclusionary diagnostic techniques, cultural attributions in how the disorder is perceived and treated and lack of awareness and knowledge regarding the disorder are some of the unique subthemes that were identified in the study. This may be ascribed to the paucity of studies that focus exclusively on the subjective experiences of HCPs in a developing country such as Namibia.
Central to the discussion of the perceptions and frustrations experienced by HCPs is the lack of knowledge and awareness of PNES as a valid disorder. This specific theme and its related subthemes permeated all the other themes and systems described in this study. General lack of awareness and knowledge regarding PNES influenced the way in which the diagnosis of PNES is made, and in many instances not made. The resultant frustrations that stem from the lack of knowledge and awareness during diagnosis include unnecessary delays until a definitive diagnosis of PNES is reached due to lack of access to specialists, specialized equipment, financial resources, failure to recognize the role of cultural attribution in causality and delays in the effective and timely referral of patients to other HCPs. It is therefore evident that some HCPs, and especially GPs, may require more training to distinguish ES from PNES. One means to do so may be the implementation of continuous professional activities aimed at increasing the knowledge and awareness of PNES in both conventional and traditional medicine. Furthermore, through the development of standardized methods for referral it may be possible to decrease the time needed to arrive at a diagnosis which may also result in a reduction of healthcare costs.
The lack of awareness and knowledge of PNES also impacted on the theme of treatment with HCPs unknowingly prescribing AEDs notwithstanding the fact that it has been shown to be ineffective in the treatment of the disorder [25] . Lack of knowledge regarding effective treatment of the disorder also results in doctor fatigue and the resultant referral to other HCPs in the hope of finding a solution. Although CBT has been identified as an effective treatment modality for PNES [26] , many HCPs fail to recognize the validity of this treatment approach due to a lack of knowledge and experience. Ineffective referral practices between HCPs responsible for the diagnosis and HCPs involved in the treatment of the disorder, once again result in frustration with a lack of feedback and coordination of care at its root. Again, increased awareness and training for HCPs and the introduction of a multidisciplinary approach to the treatment of the disorder may contribute to improved patient management.
In the patient theme, lack of knowledge and awareness extended to patients with the effective communication of the diagnosis being complicated by patient ignorance. Although HCPs demonstrated that they are well versed in the appropriate techniques required to communicate complicated diagnoses, challenges arose when the HCP did not possess sufficient confidence and knowledge to guide the PNES patient. This was further complicated by negative reactions from the patient and family when they failed to understand and grasp the psychological underpinnings of the disorder. It is therefore important for the family to understand the diagnosis in order to increase the likelihood of familial support and to decrease the possibility of using secondary gain as a motive for the seizures. The provision of adequate sources of information to both patients and family may enable them to better understand the disorder and may also increase the likelihood of treatment compliance [27] .
Finally, awareness and knowledge of PNES determines HCPs' perceptions regarding the disorder and a lack of such awareness and knowledge contributes to the frustrations. PNES often remains misdiagnosed and untreated because HCPs do not possess the necessary knowledge and experience to successfully manage the process of diagnosis and treatment [28] . Although most HCPs acknowledge the underlying psychological causes for the disorder, stigma associated with mental and psychiatric disorders presents a barrier to the successful treatment of PNES [29] . Both public and patient awareness and knowledge regarding the disorder contributes to the prognosis and outcomes of PNES. The most salient theme throughout this study centred on lack of awareness and knowledge regarding PNES. This influenced all the other domains and should therefore remain the focus when designing and implementing interventions such as public awareness campaigns and training opportunities for HCPs. This study is the first of its kind to be conducted in Namibia and the findings from this study serves as a departure point for future research on this topic. These findings have highlighted the perceptions and frustrations and the circumstances in which HCPs diagnose and treat PNES and makes a valuable contribution to the existing knowledge about PNES.
Limitations
The sample consisted of HCPs in private practice and did not include professionals in full-time government employment although some of the specialists do consult for the government. A further limitation is that HCPs who participated in this study were predominantly located in Windhoek, although a small number of HCPs from other towns also participated. The sample may therefore not represent providers across the whole country.
Second, the pool of HCPs was not homogenous in terms of qualifications and areas of expertise. However, the service providers in the sample do share the commonality that they all diagnose or treat PNES, albeit through the use of different techniques and approaches. This may be ascribed to the lack of specialists in Namibia and the reliance on GPs to serve the majority of the population. Unfortunately this is a true reflection of the current situation in Namibia. The diversity of the group is further reflected in the extent of support received for each of the subthemes. HCPs expressed support for themes related to their area of expertise, such as either the diagnosis or treatment of PNES patients depending on their vantage point. This may explain why few of the themes were supported by the majority of the HCPs.
Finally, the results of the thematic analysis were only verified by four HCPs, who were also able to confirm the accuracy of their interview transcripts. Due to time constraints on the side of HCPs, it was not possible to verify the remaining transcripts. However, member checks were used during the interviews to clarify the information and to address any misunderstandings or inconsistencies.
Conclusions
The exploratory nature of the present study paves the way for future research of HCP experiences in developing countries such as Namibia. To understand the role of culture in the manifestation, explanation and treatment of PNES, we are currently conducting a study to explore the experiences and roles of traditional and faith healers and how this disorder is customarily perceived and treated in non-western cultures. The majority of people in Namibia reside in rural parts of the country, with limited access to specialized services and equipment. It is therefore not surprising that people with PNES may seek care from traditional healers who are more physically accessible to these patients and who offer greater cultural and conceptual familiarity. Lack of communication between traditional healers and physicians was mentioned as one of the key challenges to the provision of care to patients. Therefore, a study of this nature may address the knowledge gap between traditional and conventional healthcare provision in an attempt to improve quality of care to PNES patients.
Future research may also focus on identifying solutions for standardized referral practices and transition of care amongst HCPs, especially in countries where there is a lack of specialists. Diagnostic delays and the ineffectual rotation of patients amongst various HCPs were indicated as a major source of frustration by respondents in the present study. It may therefore be important to identify the management pathways by which effective and timeous delivery of care can be achieved.
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